F
or 28 years I have been a dermabrader, one who dermabrades. Over the years, my technique ha s changed and evolved, as have many other techniques in cosmetic surgery. This past February in San Diego, while sitting in the audience at the annual meeting of the American Academy of Cosmetic Surgery listening to the featured presentation of Steve Mandy, one of his comments struck me like a bolt of lightning. Steve said that dermabrasion is the "gold standard" of skin resurfacing. That means the best, not just a good one, or one of many that is okay. It is the best, period. Not bad for a procedure that has been around more than 100 years! "Just wait a minute," you might ask, "what about laser resurfacing?"
As one who has been using a CO 2 laser for over 6 years and an Erbium: YAG laser for 3 years, I can state without reservation that for facial acne scars and wrinkles , dermabrasion is best overall. About the only thing lasers can do better is treat the eyelids and nose. Some may wish to disagree, but my position on this matter is firm.
I began my return to academic medicine in 1992 by joining the University of Pittsburgh School of Medicine, Department of Dermatology. We very soon started a whole series of animal and human skin research studies investigating the healing of wounds induced by various chemical peeling formulas, radiosurgery, dermabrasion, and lasers. We looked at thousands of skin biopsies, and I am convinced that the result one gets is not based on what is used to create the wound, but rather on how deeply the wound is created. We completed clinical studies on upper lip wrinkles directly comparing either Baker phenol or dermabrasion to C0 2laser. Guess what? The old standards were equal to or better than the new, expensive, high-technology procedures. However, I think there is one instance in which the result is not based solely on the depth of the wound. For example, if one removes or destroys 500 urn of dermis , the wound created by heat is more likely to heal with clinical scarring than is a wound created by acid chemical peeling or dermabrasion.
Returning to the theme of this editorial, let me recount my evolution as a dermabrader. My serious journey into the world of dermabrasion began in the 1980s when I first followed the teachings of John Yarborough, a student of James Burks, who taught that dermabrasion is performed by freezing the skin and abrading it with a motorized wire brush. Next I changed to the Tom Alt technique of firmly freezing the skin to a solid state and then abrading it with a diamond fraize, a method I found easier to control. I did this almost exclusively during my association with George Farber in New Orleans and thereafter in my early career in Pittsburgh, but for years, I also watched Jim Fulton doing dermabrasion with a diamond fraize without freezing the skin. So, when the government made it difficult, or even impossible, to obtain Freon for freezing the skin, I began to use tumescent local anesthesia for dermabrasion. I soon learned that without freezing I could easily see , without magnification, the depth indicators of subpapillary vascular complex and then sebaceous lobules, a process vital to performing an effective dermabrasion going deep enough, but not deeper than necessary.
Currently, for acne scar rehabilitation, we use tumescent local anesthesia and either a motorized or manual chuck-held diamond fraize or silicon carbide sandpaper. Because laser resurfacing alone only gave us 25% improvement in the appearance of acne scars, in most instances we now use the Erbium:YAG laser to resurface from the hairline to the jaw line, including eyelids, nose, and ear tragus and lobules. The areas of acne scars are then dermabraded with a hand-held mo-tor turning a coarse diamond fraise at 20000 rpm. The laser is very time efficient and causes edema of the dermis that greatly facilitates removal of tissue by the fraise. To avoid friction bums on the skin, we drip saline on the skin while dermabrading, just as one would do when drilling bone. Now we are back to our desired 75% improvement of the appearance of acne scars.
Instead of combining laser resurfacing with dermabrasion, one can use chemical peeling and dermabrasion. Trichloroacetic acid can be used in various concentrations either as a single agent or as an agent enhanced by the use of glycolic acid, Jessner solution, or Obagi Blue Peel. In the younger patient not needing the deeper rejuvenation of laser resurfacing, we will do an Obagi peel of the face and neck and then dermabrade the acne scar areas. Just as with laser resurfacing, the acid peel will induce dermal edema that will facilitate removal of tissue by the dermabrader. In older patients, we will use other combinations, such as Obagi peel on the face, neck, and upper chest; then laser resurfacing deeper on the forehead, periorbital, and perioral rhytids; and finally, dermabrading areas of acne scars. Thus the treatment is customized to the needs of the individual.
The American Journal of Cosmetic Surgery Vol. 18, No.2, 2001 What about the future of skin resurfacing? As we have seen, methods and techniques have a tendency to come around full circle. Just as dermabrasion has remained our gold standard of resurfacing acne scars, we predict that Baker phenol, or variants thereof, will be shown to be superior to laser resurfacing of the wrinkled face, at least for Fitzpatrick phototype I-III skin. Moreover, we routinely laser resurface the entire facial skin of nonsmokers at the time of facelifting and have had no compromise of flap healing. However, because full-face phenol peeling must be delayed for many weeks after facelifting, we think few of our facelift patients will elect to have phenol peeling unless, at surgery, the phenol is applied only to areas not undermined and the laser is used on undermined skin.
Having made this prediction of returning full circle, in the next few months or years watch for the appearance of a device that will cost relatively little and rapidly and accurately remove skin to midreticular dermis with a low risk of scarring. Having survived the entire 20 th century as the best, it is probably inevitable that something even better will come along to replace dermabrasion.
And thus it goes in the world of gold standards. Thank you for the lightning bolt, Dr Mandy.
